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Patient-centred Behaviour Coding Instrument (PBCI): sequence and channels

Starting-points

The most important aim of the PBCI is to assess the amount of physicians’ patient-centred communication in the medical consultation. 

We defined patient-centred communication as physicians’ behaviour which enables the patient to express his/her perspective on illness and treatment and health-related behaviour: his/her symptoms, concerns, ideas and expectations 2;3. This implies, on the one hand, that the physician uses facilitating behaviours, i.e. behaviours that aim to elucidate the patient’s perspective on illness and treatment. On the other hand, it implies that the physician avoids inhibiting or blocking behaviours, i.e. behaviours that restrain the patient from expressing his or her view. 

Besides, patient participation during the encounter is coded. We hypothesized that when physicians display more facilitating behaviour and less inhibiting behaviour, patients will a) have a greater relative contribution to the conversation and b) display more active participation behaviour during the encounter. 
Patient participation is established, first, by calculating their relative contribution to the conversation (patient speech-time / duration of patient plus physician talk). Therefore, speech time of each interacting person is established. Second, active participation behaviour is coded: questions, assertive utterances like opinions or expectations about disease or treatment, and concerns like statements expressing negative affect such as anxiety or worry4-6. Also, patients’ cues are coded: utterances indirectly expressing concerns, and signalling patients’ need for information or emotional support7-9.
The coding instrument is also used to distinguish various stages in the consultation: although facilitating and inhibiting behaviours can be used throughout the medical encounter, the benefit of these behaviours might depend on the phase or function of the encounter in which they occur. Bird and Cohen-Cole10 describe three central functions of the medical encounter, each of which they regard to be crucial to efficient and effective health care: 1) gathering data (biological and psychological), 2) responding to patient’s emotions, and 3) educating patients, negotiating and maintenance of a treatment plan and influencing patients’ behaviours. The latter function is an important objective in many follow-up encounters in internal medicine, and the way in which patient and physician communicate at this point is likely to be crucial for the outcome of the encounter, e.g. the patient’s adherence to the treatment plan. 
Besides providing clear information and checking understanding, eliciting patients’ ideas, concerns and expectations about treatment options and health-related behaviours are regarded to be core skills in this phase of the encounter. Therefore, our aim is to focus on specific functions of the encounter. More specifically, we will, on one hand, focus on discussion about new or existing treatment, i.e., the way in which the patient and the doctor come to a conclusion about which medical treatment is appropriate. On the other hand we focus on discussion about health related behaviour. Hereby we will look at health behaviour – for example to quit smoking, dieting, or eating less salt -, as well as medical behaviour – for example taking of medication and monitoring own blood sugar or blood pressure. 

In conclusion, the total coding manual consists of five 'Runs'. The core of the instrument is the coding of physicians’ patient-centred behaviour (Run 5) and patients’ active participation behaviour (Run 4).  
Researchers may decide to skip, for example, Run 2 and Run 3. Run 2, dividing the conversation into different phases, was related to one of our research questions. Run 3, filling in the Eurocommunication Scale (paper & pencil), was used to validate the PBCI. 

Of note, we only code behaviours of interest (e.g. facilitating and inhibiting behaviours), in contrast with instruments that code every single utterance in the conversation.

Videotaped consultations are coded directly from video, using specialized software, The Observer (see http://www.noldus.com/site/doc200401012). With this, the recording and the code-system are visible at the same computer screen, and codes are automatically connected to the timeframe of the recording. This makes it easy to compute, for example, the duration of a specific phase of the consultation, and makes it possible to perform sequential analysis.  

The instrument
	Actors
	Elucidation

	a: Doctor
	When a junior doctor or another health care provider who is present says something: code as ‘doctor’ 

	p: Patient


	

	d: Third party


	Family/friend accompanying the patient: to be coded separately from patient


	c: Consult


	In connection with the coding of speech time and phases of the consultation


RUN 1:Time (Duration of consultation and speech time)
Actor: 
‘Consult’

States: 
Beginning and end of every speech turn in the conversation is marked.

RUN 2: Phase

Actor: 
‘Consult’ 

States:
Beginning and end of every stage of the conversation is marked.

In RUN 1 and 2 notes/comments can be made on behalf of RUN 3. 

RUN 3 (without The Observer)


a. Global ratings Patient-centredness

b. Global ratings Non-verbal behaviour

c. Observation form
1. Diagnosis / complaints

2. Received information in respect of various different subjects (in connection with recall)

RUN 4 : Patients’ active participation behaviour
Actor: 
‘Patient’ /Third party
Events 
(duration is not being considered)

RUN 5: Physicians’ patient-centred behaviour  

a. Facilitating behaviour doctor

b. Inhibiting behaviour doctor

Actor: 
‘Doctor’ 

Events 
(duration is not being considered)

Independent variables (can be defined in The Observer)

- Observer (1=……, 2=……, 3=……, 4=……)

- Doctor’s number

- Patient’s number

- Serial number of patient

- Sex of doctor (1=male, 2=female)

- Sex of patient (1=male, 2=female)

Elaboration of the PBCI
RUN 1: Time (Duration of consultation and speech time)
Actor: 
c = Consult

States: 
Beginning and end of every speech turn is marked.
The expressions of all actors will be put on one bar by The Observer (time-event plot).  

Arguments for this run ’Time’

· Via this run the duration of conversation of each actor can be calculated separately. 
Patients’ relative contribution to the conversation (i.e. patient speech-time in proportion to the total duration of patient and physician talk) is used as an indication of patient participation, next to Run 4: Patients’ active participation behaviour
· From this run the total duration of the consult can be calculated. ‘Noise otherwise’ can be deducted from this, in order to decide the ‘true’ duration of consult. 

Categories

· ta: 
doctor speaks

· tp: 
patient speaks

· td: 
third party speaks

· ts: 
silence

· tc: 
noise on behalf of this consult 

The conversation is interrupted on behalf of this patient, for example a telephone call to ask for the results of this patient/doctor leaves the room to pick up the dossier of this patient.

      Format: telephone call in between, doctor leaves the room, or the conversation is interrupted in 

      another way on behalf of this patient.  

· tr: 
noise otherwise 

The conversation is interrupted, but not on behalf of this patient. 
Format: non-related telephone call in between, doctor leaves the room, or the conversation is interrupted in another way. 

General guide-lines for this run:

· Starting-code: Silence (ts).
· After the last sentence: code Silence (ts).
· Observations are being made on conversation level (floorholding). 

· When a doctor or patient says: ‘Yes’, ‘mmh mmh’, but does not continue the conversation, this is not coded in this run. 

· When doctor and patient speak together at the same time: try to follow the line of the content and code accordingly. 
· Short silences: belong to the previous speaker.
· Longer silences are coded as ‘silence’ (ts). The line between long and short is decided by the observer.
· When patient and a third party talk with each other: code this duration of conversation too. 
p.s.: 

· To define the total duration of ‘silence’: first silence (start consultation) not to be included.

RUN 2: Phase

Actor: 
c = ‘Consult’ 

States:
Beginning and end of every phase of the conversation is marked.


Arguments for this run ‘Phase’

The conversation is divided up in phases. Subsequently what happened in certain phases of the conversation can be analysed (and can be compared with the rest of the conversation).

Categories ‘Phase’

(based on Bird&Cohen-Cole, 199010 and de Haes et al,1999, p 10)

· fo: Phase Opening of the conversation 

· fv: 
Phase Gathering of information 

· fg: 
Phase Giving information (about illness (Bird&Cohen-Cole: Education about illness) 

· fb: 
Phase Discussing of and decision-making about medical intervention

· fm:
Phase Discussing of and decision-making about ‘medical behaviour’ 

· fl: 
Phase Discussing of and decision-making about life-style behaviour 

· fe: 
Phase Physical examination  

· fs: Phase Noise

· fx: Phase Otherwise 

· fa: 
Phase Close of conversation 
Elucidation categories Phase:

The focus of the name-giving of the phases lies with the doctor.

Tip! Define at the first Run (Time) which decisions are taken during the conversation and define the phases of the conversation accordingly.

· fo:
Phase Opening of the conversation 
Phase in which the conversation is opened. 
This also includes: when the doctor starts with a summary of previous events or observes the status as a lead up to the consultation or to refresh the memory. 

· fv:
Phase Gathering of information
Phase in which the doctor gathers information to come to a conclusion about the problem of the patient (for instance symptoms). 
Possible content
– doctor asks for/discusses the state of health of the patient (symptoms/complaints)
– doctor discusses the opinions of the patient about the symptoms/complaints
Further guide-lines: 
– when information is gathered to evaluate/change medical intervention: see fb
– when information is gathered to evaluate/change medical behaviour: see fm 
– when information is gathered to map out/change the life-style: see fl 
If you have coded a phase in the first instance as fv, but it appears that a decision follows on with regard to medical intervention/medical behaviour/life-style: change the code as yet.

· fg:
Phase Giving information about illness (Bird&Cohen-Cole: Education about illness)
Phase in which the doctor gives information about the illness or about the state of affairs with regard to the health or illness of the patient; when the aim of the phase is an explanation of the illness (reference can be made to medical intervention that was/is given in the past/future).
Possible content:
– discussion of the examination results 

– information and discussion of the diagnosis

– discussion of the opinions of the patient with regard to the diagnosis/checking of patient’s     

   knowledge
Further guide-lines: 
– when information is given with regard to medical intervention (treatment/referral): see fb
– when information is given with regard to medical behaviour: see fm 
– when information is given with regard to life-style: see fl 
· fb:
Phase Discussing of and decision-making about medical intervention
Phase in which doctor and patient discuss one or more medical interventions and come to a decision. The issue is to come to a conclusion which medical action to take.   
‘Medical action’ means: 
– medication, operation etc.: new treatment or changing the existing treatment 
– to discuss a further diagnostic examination (not ‘routine’ examination, unless a change occurs in    

        the routine)
      – participation in scientific research etc.
      – referral to another health care provider (also exit-discussion/return to general practitioner/no 

further action)
Take more rather than less time for this phase! 
Beware! This phase is not only about the decision on medical intervention itself, but also about

· evaluation of/exchange of information about the state of health of the patient, which leads to the decision

· evaluation of/exchange of information about treatment that already takes place; decision-making to continue yes/no with a treatment

· exchange of information about how and why medical intervention (also for instance information about the fact that the thyroid works too slow and as a result certain medicines are proposed). Also exchange of information after the decision has already more or less been made, where appropriate supplementary information  

· to discuss opinions, experiences and expectations of the patient with regard to the proposal/the decision  

· to set up a treatment plan.

That is why it is possible that you have coded a phase in the first instance as fv or fg, which you will change later into fb, if it becomes evident that there will be a decision on this subject.

Further guide-lines: 
– The issue is a decision that is made at that moment. Consultation about future or past decisions    

   is not taken into account.
– Under fb also comes the decision to refer to another health care provider. As soon as the 

  conversation is about having made an appointment yes/no, this falls within ‘Discussion of 

  medical behaviour’ (fm)

· fm: Phase Discussion of and decision-making about ‘medical behaviour’
Phase during which doctor and patient consult about medical behaviour
For example:
Monitoring blood sugar and monitoring own blood pressure, taking medication, to get measured for orthopaedic foot-wear. 
Beware! Sometimes an inventarisation of the behaviour/the issue precedes a passage of ‘medical behaviour’. For example to inquire about the level and the monitoring of the blood sugar in connection with occurring hypoglycaemias (hypos), with the ultimate advice to the patient to check the blood sugar always just before going to bed. We also include this preliminary passage in the phase  ‘Discussing of medical behaviour’: such an inventory gives the patient an understanding of the reason of the advice. 
Possible content: 
– to discuss the content and background of the advice with regard to the medical behaviour
– to discuss the opinions, experiences, expectations and motivation of the patient
– to discuss the feasibility of an advice.
Further guide-lines: 
· The issue is behaviour that from that moment onwards has to be changed/as it is at that moment. Behaviour that has to be changed in the future or has been changed in the past, is not taken into account. 
· Fl: Phase Discussing of and decision-making about life-style behaviour
Phase in which doctor and patient consult together about (change of) life-style behaviour that is related to the illness. Also: temporary change of life-style with regard to a diagnosis.
For example:
To give up smoking, alcohol consumption, lose weight, eat less salt, exercise, to go to work yes/no or to handle pressure at work.
Criteria for ‘life-style behaviour’: 
The behaviour can work preventative, or is meant to keep a control on the illness. 
Beware! Sometimes an inventory of the behaviour/the issue precedes a passage of ‘life-style behaviour‘. This preceding passage we also include in the phase ‘Discussing of life-style behaviour’: such an inventory gives the patient an understanding of the reason of the advice. 
Possible content: 
– to discuss the content and background of the advice with regard to the life-style behaviour 
– to discuss the opinions, experiences, expectations and motivation of the patient
– to discuss the feasibility of the advice.
Further guide-lines: 
· The issue is the behaviour that from that moment onwards has to be changed/as it is at that moment. Behaviour that has to be changed in the future or has been changed in the past, is not taken into account. 

· fe:
Phase Physical examination 
Phase in which the doctor carries out a physical examination.
For example: 
to check blood pressure, to feel patient’s pulse, to have a look at the joints.
Beware: 
When a conversation takes place in this phase of physical examination: the content of what is said, determines the phase that is coded. 
When the issue is an exchange of information about the physical examination that is taking place (for example: (doctor) Does this hurt? (patient:) Do I have to keep my clothes on?) the phase remains fe
· fs: Phase Noise
Phase in which the conversation is interrupted 
For example: telephone call in between, doctor leaves the room, or the conversation is interrupted in another way.  

· fx:
Phase otherwise 
Phase in which other matters are discussed.
For example:
To make appointments, to write out a prescription. 
· fa:
Phase End of conversation
Phase in which doctor and patient end the conversation and say goodbye.
General guide-lines for this run (Phase):

· Starting-code: Opening (fo)

· Coding takes place according to the content of the conversation. A change can be initiated by both the doctor and the patient, so it does not matter who takes the initiative to change the phase. The moment of change (of content) is marked.

· A sentence that marks the change to a next phase, is part of that next phase. 

· Passages about the same decision or behaviour that are pulled apart within the conversation (for instance the doctor comes back later in the conversation to a previously given advice): such a passage is coded once more. 

· If a patient in the phase End of conversation (fa) starts with a new subject, or refers to a specific subject: if the doctor pursues the matter, code as a separate ‘phase’; do not do so if he does not pursue the matter.  
· If a subject comes up that does not seem to have anything to do with the specialism (for example a spot on the skin at a gastro-enterologist, bowel problems at a hypertension physician), but the doctor takes this seriously: do not code as ‘Phase otherwise’, but as one of the other categories (for example Gathering of information). Should it be a ‘social talk’, for example someone who speaks anecdotically about a long history of hospital visits: code as ‘Phase otherwise’. 

RUN 3: Global ratings and observation form

The global ratings are recorded (by hand) on the observation form. There are global ratings for patient-centredness and for non-verbal behaviour. Recorded ratings cannot be changed anymore after this run.

a. Global ratings patient-centredness

These global ratings are an indication of ‘patient-centredness’ of the conversation. 
Arguments to include global ratings of patient-centredness:

· These global ratings, an existing measure, are used for the validity of our own verbal  behaviour coding instrument. 


We use for the global ratings of patient-centredness an existing measure: the Eurocommunication Scale. This is used by NIVEL. The original scale of 5 items was reduced by NIVEL to 3 items. The other two items were difficult to code. In our own pilot study with 5 conversations item 4 and 5 were very difficult to differentiate from item 2 and 3. 

1) Input patient at anamnesis/examination/result:
The degree to which the doctor leaves actively space for the patient and encourages him/her to express in his/her own words his/her complaints, problems, anxiety, concern
.

2) Input patient to establish the course of action: treatment/further examinations or tests. 
The degree to which the doctor leaves actively space for the patient and encourages him/her to decide (with him) about the treatment plan, preferences and discussion of concerns etc.

3) Receptivity/responsiveness of doctor
The degree to which the doctor is in general receptive/responsive towards the patient, i.e. listens and answers in the right context.
’Active listening’ is mentioned in various articles: for example Calgary-Cambridge Observation Guide: allows patient to complete statements without interruption and leaves space for the patient to think before answering or go on after pausing. 

Coding takes place at a scale of 5 points, 1=not at all to 5=to a very high degree, and there is a  ‘not applicable’ possibility.

Guide-line: 

· Use ratings ‘1’ and ‘5’ only for exceptionally ‘low’ or ‘high’ marking
· Use rating ‘3’ for an ‘average’ conversation
Arguments for the Eurocommunication scale :

· This scale is similar to our own definition of  patient-centredness

· The  Eurocommunication scale is used by NIVEL, so there is a lot of experience and Dutch material to collate with.

· Disadvantage: there are no details yet about reliability and validity. The interrater reliability of the original Eurocommunication scale was low (ICC = 0.34), possibly as a result of items that were difficult to code and have been removed by now. Reliability and validity of this new 3-item scale are not known yet. 
But:

· There is no ‘golden’ rating scale to measure patient-centredness.

· The issue is a global verdict. Another suitable scale, Farmer’s scale, is more detailed and for this reason harder to score ‘globally’. Also hardly anything has been published about Farmer’s scale.

b. Global ratings non-verbal behaviour

Arguments to include global ratings with regard to non-verbal behaviour:

-    A doctor can also via non-verbal behaviour facilitate the patient to express himself/herself.

The global ratings for non-verbal behaviour emanated from NIVEL (2nd National Study). 

We ourselves added for some items ‘facilitating’. This means: inviting or encouraging to (continue) talking.

Items:

· To look at the patient

· To nod facilitatingly

· An active attitude, directed to the patient (instead of turning towards & leaning towards)

· To lean backwards

In the NIVEL-version, for each item it is indicated whether the behaviour occurs not very often, moderately or very often. Instead, we created a 5-points scale: 1=not at all, 5= to a very high degree, see global ratings of the Eurocommunication scale. 
The non-verbal category ‘to smile facilitatingly’ was dropped eventually: it was too difficult to quantify (and it did not occur very often).

c. Observation form

In this RUN 1 are also recorded (on observation form): 

· Presence of a third party


· Presence of barriers in the consultation

· Diagnosis(es) patient (to extract as far as possible from this conversation)

· Recall  

· Diagnosis: yes/not mentioned? If yes, which?

· Supplementary (diagnostic) examination

· Decision about treatment

· Referral to other health care providers

· Advice about (life-style)behaviour 

· Smoking

· Nutrition

· Alcohol consumption

· Physical exercise

· Monitoring own blood sugar

· Monitoring own blood pressure

· Other advice

· Prescribed medication

And possible remarks: would this recording be suitable for use in medical education? (e.g. is it a typical good or bad example of a consultation).

RUN 4: Active participation behaviour (patient)

Actor: 
‘Patient’ /Third party

Events 
(duration is not being considered)

Arguments for this run ‘Active participation behaviour’
· We do not include patient’s behaviour in the operationalisation of patient-centred communication, but use it as a (intermediate) measure of result: does patient-centred behaviour of the doctor influence the degree to which the patient actively participates in the conversation.

The degree to which the patient actively participates in the conversation can be measured by means of the relation of the length of time of the conversation between doctor and patient (see run ‘Time’). Besides this we can also look explicitly at ‘active components’ of the communication of the patient: to ask questions, and to express opinions, experiences and expectations. 



It is possible though that the relation between doctor and patient goes both ways: does patient-centred behaviour of the doctor stimulate the patient to express himself/herself or does a ‘communicative active’ patient stimulate patient-centred behaviour of the doctor? Conclusion of  Street and Millay, 2001: both. They indicate that this interaction can create a ‘cycle’ of collaboration and support that leads ultimately to a more patient-focused care and medical decisions that are more suitable for the unique needs of the patient (reference according to Levenstein et al, 1989 and Street, 2001). 

Categories ‘Active participation behaviour’

(according to Street and Millay 20015 and Street’s coding manual, with the exception of the cues):

· pv:
Question

· pa:
Assertive expression 

· pz:
Expressions of concern

· pc:
Cue 

Modifier: Content ( Medical (m)  / Psycho-social (p) / Otherwise (o)

Elucidation categories ‘Active participation behaviour’

Definition of patients’ active participation behaviour/active communication according to Street and Millay5: ‘The extent to which patients produce verbal responses that have the potential to significantly influence the content and structure of the interaction as well as the health care provider’s beliefs and behaviours.’

· pv:
Question
Meant to seek information or clarification
Street and Millay: ‘Utterances in interrogative form intended to seek information and clarification. For example: 
– ‘What’s my thyroid?’, ‘Does smoking do that?’, ‘Is there anything I can do?’.
– ‘And what was the level of the blood sugar (glucose) now?
– ‘And what I wanted to ask, how were the results of the blood test?’
– ‘Is it possible that the tablets cause nausea?’
Guide-lines: 

· A question can also be an assertive expression (pa) (for example to introduce a new subject). In that case code as question (pv).
· pa:
Assertive expression: 
Utterances in which the patient expresses his rights, opinions, interests or desires.
Coding Guide of Street: Utterances in which the patient expresses his or her rights, beliefs, interests and desires as in offering an opinion, stating preferences, making suggestions or recommendations, disagreeing, introducing new topics for discussion, interrupting. 
’Assertive’ according to Oxford Dictionary: expressing opinions or desires strongly and with confidence, so that people take notice. 
One should get the feeling that with this expression the patient wants to bring something to the attention of the doctor, or wants to get something out of it. It also has to add something to the facts that the patient presents or to the answer at a question; therefore the illustration of a problem is not coded as Assertive expression.
For example: 
– ‘Go ahead and do it’, ‘I really don’t want anybody to x-ray it, ‘I don’t want to have to lie for it’, 

         ‘I want to talk about…’, 

– ‘I have to have someone I can relate to ’ (with referral to a specialist diabetes nurse)

– ‘I am actually very curious about the results..

– ‘I prefer to use medicines only if it is really necessary

– ‘I have come to the conclusion that I have a glucose intolerance’

– ‘But I do not think that (stomach pains) are possibly related to the medicine, as my stomach 

   troubles me very often.’ 

– ‘And recently I also suffer a lot from diarrhoea’

     Further guide-lines: 
· The issue is not ‘simply observations about the patient’s health status’, but ‘opinions emerging from the patient’s personal beliefs about health’…..

· Every expression of desiring, wanting, longing, hoping is an assertive expression

· Expressions as ‘in my opinion’, ‘I am of the opinion’, ‘I think…’: can point to an assertive expression; this is also the case when the patient does not get the chance to finish the sentence.

· Difference with Concern: the issue is a cognition/opinion, not an emotion (‘I think the pain got worse recently’ (pa) as against ‘That pain, I really think it is awful (pz). 

· Information/complaints mentioned on his/her own initiative, without the doctor having asked for this; (therefore assertive) expressions that set the agenda. 

· An assertive expression can also be put in the form of a question: code as question (pv) (for example: What I wanted to ask …’)

· Social talk: never code as an assertive expression.

· pz:
Expressions of concern
Utterances in which the patient expresses in a direct manner concern, anxiety, anger, frustration or other negative emotions.
Street and Millay: Utterances in which the patient expresses worry, anxiety, fear, anger, frustration and other forms of negative affect or emotions.
For example:
– It’s very frustrating’, ‘No…I just have a fear of the operation’, ‘I’m even scared to play with my own granddaugther’, 
– ‘I do not look forward to that at all’
– ‘I know now that I find it more difficult’
– ‘At this moment it is too much for me’
Further guide-lines: 

· Utterances are only coded if there is evidence of current importance. Importance is defined as having emotional level (Is the clear mention of feeling) 11
· Utterances are only coded if they relate to a current cause of anxiety for the patient 8;11
· Concerns must be patient generated. If the interviewee specifically asks about a concern area, it must be very clear, that the patient takes ownership of both content and level11
· Difference with Assertive expression: the issue is a cognition, not an emotion (‘I think the pain got worse recently’ (pa) as against  ‘That pain, I really think it is awful (pz)/’I find it a nuisance’. 

· pc:
Cue 
An utterance which expresses in an indirect way patient’s concern, anxiety, anger, frustration or (other) negative emotions. 
It gives the doctor an opportunity to pursue the matter further, but it is not an overt request, more something between the lines. 
Butow et al7: A cue is defined as a statement in a non-question asking form that is given by the patient to signal a need for information or emotional support. 
Ford et al, 20008: While concerns relate to the current topic of conversation in a consultation, cues can occur at any point and serve as indicators of a patient’s underlying preoccupations and state of mind. Cues are more subtle in nature than concerns and are seldom overt requests for a response from the clinician. 
For example: 
– ‘I am a burden on everyone’, ‘The not knowing… it’s just getting me down’, ‘I felt pressured’,   

        ‘I’m not bothered, except for….’, ‘I should have confidence’, ‘I wouldn’t like to be without back-

   up’, It was worse than I expected’, This is one of the things that I miss’, ‘Puzzling/suspicious’ 
– ‘It is rather annoying’
– ‘I had that once and I almost died…’.
– ‘As I have so much on my mind, I forgot my booklet’
– (woman with bowel complaints): ‘It could be the lactose, but it could also be a horrid thing’
– ‘I must say that I thought, should I not just be looking for another job…’
– ‘Maybe it is part of it  and I just have to learn to live with it…
– ‘I always say you get used to pain…. but…’
– ‘My God, I swallow a lot…’
– ’This leg, it is a constant source of anxiety’
Further guide-lines: 
· A bodily symptom that precedes a level 3 word (=expression of emotion, the deepest level of feeling), for example terrible diarrhoea, terrible pain, is coded as cue.11 A level 2 word (=clear mention of feeling, a clear psychological focus and naming of an emotion), for example  bad/very bad, is not enough. 

· If the patient returns to a previously expressed complaint, for example pain: code also as cue. 

· A cue often takes the form of a sentence not completely finished by the patient  (see examples).

General guide-lines of this Run 4 (Active participation behaviour):
· When coding an expression that takes a long time: add the code at the end of the sentence (you do not have to go back to the beginning of the sentence).

· Participating behaviour of the patient is only coded if it is focused on the doctor. Not so if, for example, a patient asks his/her partner a question.

· Some expressions can both be a question and an expression of concern, for example. ‘Why did I get this disease?’: In a normal tone of voice this would be a question; in an emotional tone, this would be an expression of concern. Rule of Street and Millay, 2001: Coders are instructed to code the act as he or she interpreted its primary function within the context of the discourse’. 

· We do not code non-verbal behaviour of the patient, as not every patient is completely within view.

p.s.1: It is possible that the guidelines for the coding of cues and concerns will be changed according to the Verona consensus, which is currently being developed by members of the European Association for Communication in Healthcare (EACH). Besides, according to the Verona Consensus, cues and concerns then will be coded as ‘doctor-initiated’ or ‘patient-initiated’. 
Modifier: Content ( see after Run 5
Of every participating behaviour the content is also coded as modifier

· Medical (m)

· Psycho-social (p)

· Otherwise (o)

RUN 5: Patient-centred behaviour (facilitating / inhibiting) physician

Actor: 
‘Doctor’ 
Events 
(duration is not being considered)

Arguments for this run ‘Patient-centred behaviour’ 

· Our definition of patient-centred communication, see introduction

· In this run we only focus on facilitating and inhibiting behaviours of the doctor and thus leave aside other needless ‘utterances’ for our definition. 

Through coding rules a facilitating or inhibiting expression is put into one of the categories.

Starting-point of this Run: 
Not the intention of the doctor but the possible consequences of the behaviour of the doctor are centrical!

a. Facilitating behaviour
based on among other things Smith and Hoppe, 19913, Bird and Cohen-Cole, 199010, Brown et al, 198612,Wolraich et al, 198613, Maguire et al, 199614, Rollnick et al, 1999
and on account of a staff meeting of the Department of Medical Psychology:


Categories ‘Facilitating behaviour’

· st:
Drop a functional/attentive silence
· an:
Non-verbal encouragement to continue talking

· av:
Verbal encouragement to continue talking (echoing included)

· sv:
Summarize what the patient has said

· ov:
Put an open question or an open request to the patient
· gv:
Put a closed question to the patient  
· eg:
Educated guess
· fr:
Factual reflection (paraphrase included)

· er:
Emotional reflection

· pr:
Process reflection

Reserve10,3:

· re:
Respectful statements / praise
Modifier: Content ( Medical (m)  / Psycho-social (p) / Otherwise (o)

Elucidation categories ‘Facilitating behaviour’

The operationalisation of the behaviours can be found in many books with regard to medical communication. Specific references are mentioned below.

· st:
Drop a functional/attentive silence3
Function: the doctor gives the patient space to continue his/her story.
Form: the doctor does not say a word, but he keeps on listening attentively.
Rules: 

-
This does not include: silence during, for example, writing, looking at the computer screen, physical examination. 

· an:
Nonverbal encouragement to continue talking3
Function: the doctor encourages the patient to continue his/her story.
Form:  Non-verbal encouragement, for example gesture, nodding or facial expression.

· av:
Encouragement to continue talking3
Function: the doctor verbally (explicitly or indirectly) encourages the patient to continue his/her story.
Form:  
- 
Explicit encouragement (‘Go on’, Tell? ‘Yes?’) .  
- 
Neutral expressions / to give a sign of attention (‘Uh-huh’, ‘Mmm’) 
· ‘Interjections’: brief conclusion, brief echo, ‘finish sentence’, unfinished sentence (‘So you want eh….’, ‘So you…’): not really facilitating interventions, but a sign of attentive listening

· sv:
Summarize what the patient has said 3
Function: Doctor and patient can assess whether they think the same about what is said, if necessary corrections can be made. For the patient the summary can be an indication that the doctor listens. The patient can select something to go on with. The doctor can also use the summary to order his thoughts/to think for a moment. 

Form: To summarize the information that has previously been discussed in the conversation, particularly what the patient has said. 
Rules: 

· Heaven, 2001: When the interviewer draws together information disclosed with the purpose of feeding it back to the patient. Criterion: to repeat >2 facts or 2 facts with explicit reference to a summary.

· When the issue is a summary of occurrences not related to this conversation or, for example, a summary of a letter, this is not coded as Summarize.

· ov:
Put an open question or an open request1;3;14
Function: with an open question or open request the doctor asks (/expects) more information from the patient, for example a description of symptoms or other problems, than only ‘yes’ or ‘no’ or another short reply. The open question can also function as to ask for an explanation: the doctor tries to follow the train of thought of the patient, to clarify patient’s utterances.
Form: 

These questions often start with ‘How’, ‘Where, ‘What’, ‘Why’, ‘Which’, ‘Can you tell me…’ 

For example: 
– ‘How did it start?’; ‘How do you feel about this?’; ‘How are your ankles?’ ‘And how is your blood   

   pressure?’
– ‘What are you afraid of?’ 
– ‘What aggravates the complaints?’ ‘What were your stomach complaints?’ ‘What is your own 

   opinion about this?’ ‘What do you notice?’
– ‘Why are you so worried?’; ‘Why did you give it up?’
An open question can follow after a reflection, for example ‘You say…., can you give an example of this?’ Or  ‘You say…, what do you exactly mean?’
In some cases a (qua form) closed question can be coded as an ‘Open question’. This depends generally on the intonation of the doctor. For example:
– ‘Anymore questions?’
– ‘Do you understand it better now?’
– ‘Did you think there was something seriously wrong?’

– ‘Do you have any idea why you feel so tense?
– ‘Have we discussed everything?’

– ‘Anything else?’ 

Rules:

· Guide-line RIAS: When a closed question follows immediately after an open question, the open question is not coded as such. For example: ‘How does the pain change? Does it shift from the left to the right side of your head or from the right to the left side?’ or ‘How do you feel, are you worried?’
Should there be a pause between these two questions, you code the open question (ov) as well as the closed question (gv).
· Rhetorical question: do not code.    



· gg:
Closed question 
Function: The doctor asks selectively for certain information through a closed question. 

Form: Specific question that can be answered with a ‘yes’ or a ‘no’, where one has to make a choice between one or two answers, or that can be answered briefly. 

For example: 
‘Is the pain on the left or the right side?’; ‘Did you also bring your wife?’; ‘What was the temperature?’; ‘Where do you feel the pain?’; ‘When is your next appointment?’
Rules: 

· Guide-line RIAS: When a closed question follows immediately after an open question, the open question is not coded as such. For example: ‘How does the pain change? Does it shift from the left to the right side of your head or from the right to the left side?’ or ‘How do you feel, are you worried?’ or ‘How is your weight, is it more stationary?’
Should there be a pause between these two questions, you code the open question (ov) as well as the closed question (gv).     
· Rhetorical question: do not code. For example sentences such as  ‘Do you see?’, ‘Do you understand?’ in between the information.

P.s.: A closed question is not by definition facilitating. We include it because we do not want to miss closed questions with a psycho-social content. It is possible to filter out later the closed questions, specifically the medical closed questions. 
· eg:
Educated guess14
Function: The doctor asks indirectly for specific information by expressing a guess.  

Form: ‘Educated guess’, the doctor sums up his thoughts (which are based by virtue of knowledge and experience). It is not a reflection, it is not about something the doctor has already observed. 

For example: 
–’You will probably be nervous.’

– ‘You will probably think that you walk on pebbles’
– ‘You will probably be tired?’
Rules: 

· an ‘Educated guess’ can be a suggestive or steering question; a question in which the answer is already concealed (for example ‘You will probably be tired?’). This is not by definition facilitating/the doctor could be wrong! Particularly educated guesses with a psycho-social content are facilitating. 
But not every ‘suggestive question’ is an educated guess! For example ‘Is the pain on the right side?’: code as a closed question.

· fr:
Factual reflection (echo and paraphrase included) 3;10
Function: the doctor shows that he listens, checks that he understands the facts and stimulates the patient to discuss the subject. The reflection of content can also have a steering effect. 

Form: to repeat/reflect the essence of the actual information that the patient has given (one or two facts), or to repeat a/a few of the patient’s words. It can also be put as a question. 
For example: 

– ‘If I understand it rightly your bowels in particular are troubling you’

– ‘You would like to be a bit fitter’

– Patient: ‘All of a sudden I had a very strange feeling in my head.’ Doctor: ‘A strange feeling…’ 

– Patient: ‘The long waiting made me feel rather nervous’ Doctor: ‘Nervous?’
– Also (if this is a repeat/reflection of what the patient said): ‘So you would like….’; ‘/So it is pretty      bad?’

Rules: 

· The reflection as regards content can show interfaces with ‘Summary’, but in a summary more than two facts are repeated.

· er:
Emotional reflection 3;14
Function: the doctor let it be known that he listens, that he ‘picks up’ (and checks) the feelings of the patient, and stimulates the patient to continue talking about it/to air his/her feelings.

Form: To denominate or label observed feelings of the patient in a non-judging (non-evaluative) way10;13 , without the patient being explicit about it. 
Also the doubts or objections voiced by the patient come within emotional reflection.
For example:  

– ‘I notice that you are upset’
– ‘I see that it startles you’
– ‘I can imagine that it takes you by surprise’
– ‘A difficult time…’.

– ‘It is quite a lot to take in and all at the same time’
– ‘This must drive you mad’ 
– ‘No, that is annoying too…’
– ‘You make objections against this, don’t you, against this Methotrexate
– ‘You are afraid your shoes will be ugly (about orthopaedic shoes)

Rules: 

· This also includes ‘To confirm/to show understanding’
For example: ‘I understand why you are so upset, you have to take in a lot.’
· When a reflection is followed by a ‘but…’: this disposes of the reflection. 
For example: ‘I understand that you are afraid, but it is really not so bad.’
In that case you only code the sentence that follows after ‘but’ (in this case for example ‘premature reassurance’) 

· pr:
Process reflection15
Function: The doctor denominates the process that he observes and can reflect in that way for example the discrepancies or developments in utterances of the patient.

Form: To denominate or label an observed process in the conversation. 
For example: 
– ‘I think we are talking at cross-purposes’
– ‘I think you become more and more quiet when we talk about it in this way’

· Re:
Respectful statements or Praise3
Function: The doctor shows his respect for the patient, creates as a result an atmosphere in which the patient feels understood (whether this is facilitating: do not know yet…).

Form: Expression of respect/admiration/praise.
For example: 
– ‘I am impressed by the way you manage to keep on working.’, 
– ‘You could almost become a doctor, because…(with a good  ‘analysis’ of the patient/third 

  party)
– (as the patient takes out of his/her bag a little booklet with blood sugar levels): ‘Good, you took

   everything with you.’
p.s.: See Suchman et al: a patient sometimes looks for ‘praise-opportunities’, for example ‘I gave up smoking’. 

· To show empathy/support

When this expression is considered to be facilitating: relegate to one of the above-mentioned expressions, dependent on form/content. For example ‘No, that is not so easy’ in conversation 10801: emotional reflection. 

Adjustment in the following version of the instrument: 

With reference to the results of the Principal Components analyses, by which both closed and open questions are charged as facilitating and inhibiting: in future distinguish between ‘patient-led’ questions (related to something the patient said previously) and ‘doctor-led’ questions ( coming from the physician’s theoretical knowledge of medicine.)

Modifiers: see after this RUN5 

Of every facilitating behaviour the content is also coded as modifier

Content

· Medical (m)

· Psycho-social (p)

· Otherwise (o)

b. Inhibiting behaviour 

The ‘inhibiting’ behaviours are based on the ‘blocking behaviours’ of Faulkner and Maguire11;16, the Missed empathic opportunities of Suchman et al17 and Levinson et al 18 and the earlier work of  Henbest, Stewart and Brown 19;20. The particular issue is the way how one enters into the participating expressions of the patient (cues, concerns and questions and assertive expressions). Beside this a number of behaviours have been added which could be restrictive for the patient to express him/herself.

Categories ‘Inhibiting behaviour’

· vo:
Ignoring questions or concerns/ changing the subject/ cutting off
· vf:
Changing of the focus of the conversation
· vg:
Premature reassurance/rejecting-reducing of concerns/playing down/ill-timed humour
· va:
Premature advice/solution, without entering into the question or concern
· vv:
Premature referral, without entering into the question or concern
and also:

· kp:
Expressing criticism at the patient

· sm:Sarcasm
· oi:
Inappropriate interruption
Modifier: Content ( Medical (m)  / Psycho-social (p) / Otherwise (o)

Elucidation categories ‘Inhibiting behaviour’

· vo:
Ignoring questions or concerns/ changing the subject / cutting off

Ignoring cues / Neutral material / Switching the topic / Terminator1 (Heaven: Overt Blocking; Suchman et al: missed empathic opportunity, Henbest and Stewart: Ignores)

Form: Changing the subject  or ending the discussion.
Doctor does not enter into cues of the patient, but instead spends time on the weather, favorite television programme and other neutral subjects.

For example: 
– Pt: ‘I am not worried about death as much as the process of dying’; Int: ‘And how do you feel about coming into the hospice?’ (Heaven, ‘01)
– Pt: ‘…but it starts also here to hurt a lot. When I walk I can all of a sudden almost not walk anymore’. Doctor: ‘Does it hurt when you eat?’

· vf:
Changing the focus of the conversation
Switching the focus (Heaven: Distancing strategy; Suchman et al: Empathic opportunity terminator).
Form: Changing the focus of the conversation: doctor does enter into the subject/something the patient said, but not into the concerns of this subject.
For example: 
– Pt.:‘Given what happened I would have been happier to see the doctor, but I was not bothered about the long wait’. Int: ‘How long did you have to wait?’ (Heaven, ‘01)

· vg:
Premature reassurance / rejecting or reducing of concerns / playing down / ill-timed humour
Premature reassurance / false reassurance / denial (Heaven: Distancing strategy)
Form: Premature or unjust reassurance without entering into the question or concern of the patient / rejecting (denial) the concerns of the patient/ denial (Levinson 2000).
Also possible to be coded when the patient has not yet expressed concern, but when the doctor seems to be ‘ahead of’ this problem. 
Also: ill-timed humour or laughing after expression of concern/question of the patient= playing down.
For example:
– Pt: I’m such a nuisance’; Int: ‘No you’re not…don’t be silly’. (Heaven, ‘01) Effect: restrains further expression of the patient because of the feeling to be a burden. 
– with someone who expresses concern about the stoma she will get ‘The specialist nurse will show you how easy it is! Come on, cheer up, I know of many famous people who have stomas’) (Heaven, ‘01)
– Pt: (regarding iron tablets) ‘Then I thought, well, this cannot be very good. I will soon have a haemorrhage of the stomach’ Doctor: ‘Well, iron tablets do not give you a haemorrhage of the stomach’.

· va: Premature advice/information/solution, without entering into the question or concern
Premature problem-solving / premature or inappropriate advice (Heaven: Distancing strategy; Suchman et al: Potential empathic opportunity terminator)
Form: an attempt to solve the patient’s problem before exploring the nature of the problem or its relationship to other facets of the individual’s life.
For example:
– Pt: I was worried about the build up of fluid’ Int: ‘It’s like a graze you see… when the skin is damaged…’: (Heaven, ‘01) Effect: by entering directly into the cause of the build up of fluid you inhibit the patient to say something else about concern / anxiety of what could be the matter. 

– Patient (M.Graves & pregnant): ’I would prefer to take as little medicine as possible; I think to myself I rather feel a bit more restless.’ Doctor: ‘Yes, yes but it should not work too fast, as otherwise the baby will also get such a very fast heart-beat’

· vv:
Premature referral, without entering into the question or concern
Passing the buck (Heaven: Distancing strategy; Suchman et al: Potential empathic opportunity terminator): 
Form: This not only includes the plea that they are not the person to ask, but also laying blame when things go wrong, or deferring decision making. Advising the patient to contact or talk to a third party to discuss the matter with them. 
For example: 
– Pt: ‘I was so upset, I just didn’t know what he meant’; Int: ‘You need to talk to the doctor about that. Can I make an appointment for you.’ (Heaven, ‘01) Effect: by saying straight away that the patient needs to talk to the doctor, you inhibit him from continuing to talk about the ‘confusion’. 
Rule: 
If the doctor asks first a further question about a cue or concern, and then says that the patient has to see someone else for the answer to this question: then this is not a premature referral. 

· kp:
Expressing criticism at the patient 13
For example: 
– ‘This is not what we had agreed’

· sm:Sarcasm 13
Is linked up with the intonation of the doctor. 
For example: 
– Pt (about Mother, who had the same complaints): ‘…but she had a cholecystectomy and she is a changed person. Doctor: ‘Is that so?’ 

· oi:
Inappropriate interruption (Epstein e.a, 1993,3)
Doctor interrupts the patient at an improper/ ‘unfortunate’ moment
For example: 
– Doctor asks: Are you ready for me to examine you now, or would you say, well, actually it does not suit me at this moment.’ Pt: ‘Well, yes, I want to eh…’ Doctor (interrupts): ‘You understand my eh… I would like a diagnosis.’ 

Modifier: Content ( see after this RUN 5

General guide-lines for this RUN 5, Facilitating and Inhibiting behaviour:

· Starting code: none (events are the issue).

· When an expression is inhibiting (for example changing the subject), but at the same time also is an open question: only code the inhibiting behaviour, not the open question! 

· When coding an expression that takes a long time: add the code at the end of the sentence (so you do not have to go back to the beginning of the sentence).

· The categories in this run are (the same as in the instrument of Heaven, 2001), not exhaustively. Not every expression is coded, only the expressions that are defined as facilitating or inhibiting. 

· If in doubt about the code: look at the context of the expression and at the way the recipient responds to the expression.

· When coding an expression take into account non-verbal expressions, for example intonation.
· When coding inhibiting behaviours: after a question (pv), concern (pz) or cue (pc) always look how the doctor responds to this!
Considerations:

· Cues of the patient are coded in RUN5: ‘Patient participation’. These cues are points of reference to code (possibly) blocking behaviour.

· We only look at ‘blocking’ responses to cues, and not at ‘appropriate’ responses (Heaven: explore, acknowledge, factual clarification) or ‘neutral’ responses. What we can see, is whether a cue is followed by facilitating behaviour of the doctor. 
Possibly also code in the future ‘appropriate’ and ‘neutral’ responses of the doctor. 

· See Suchman et al17: describe at p 680 the ‘lasso-effect’: the doctor missed several ‘empathic opportunities’ (responded with ‘continuers’), after that he responded to a succession of empathic opportunities with one single empathic response. Lasso-effect: a group of empathic opportunities can be drawn together into a larger, coherent whole, and responded to at one by a single empathic response). 

· Another possible effect: when a doctor misses an empathic opportunity, it is possible that the patient tells the cue or concern over and over again (escalator effect), or chooses not to share his/her concern with the doctor.  

Modifier: Content

· Medical (m)
When the essence of the expression is medical/somatic.
This includes expressions with regard to : 

· Physical complaints/symptoms (also tiredness)

· Results of examination

· Kind of illness, treatment

· Side-effects of treatment

· Prognosis

· Change in life-style (smoking, nutrition, sleeping, alcohol, exercise)

· (Diagnostic) examination

· Agreements which doctor will carry out the check-ups.

Further guide-lines:

This also includes opinions, expectations and perceptions of the patient with regard to illness, symptoms, treatment, change in life-style. 

· Psycho-social (p)
Conversation time with a psycho-social content: feelings, emotions, concerns and general state of mind of the patient, norms and values, philosophical vision.

Also conversation time that relates the illness/treatment to work, family, sexuality, leisure activities. 
Also: to learn to live with an illness/handicap.

For example:

· When doctor and patient talk about for example the filling-in of a pension proposal form.

· Conversation whether the patient can go back to work yes or no, how to handle that.

· Expressions that someone has to learn to live with it. 

· When a patient expresses anxiety/frustration, for example ‘on the other hand you are afraid that you come home with dirty pants.’

· Otherwise (o)

Welcome greeting and end of conversation
Social talk (without talking about the illness/treatment etc. of the patient) 

Administrative / practical course of events, to make an appointment

For example:

·  ‘And that medicine, you still have enough?’ (Doctor, closed question, otherwise)

Further guide-lines:

· This also includes for example an open question that can be interpreted both medical and psycho-social: ‘How are you’ or ‘Do you have any questions?’

Ratings of patient-centredness by virtue of this instrument

Essence: 

· The number of facilitating behaviours (possibly every minute or every 10 minutes). 

Possibly also analyse the separate facilitating behaviours, see also Miller: reflections outweigh (open) questions.

· The number of inhibiting behaviours (possibly every minute or every 10 minutes). 

!  At the final results certain behaviours (for example verbal encouragements and closed questions) occurred more often than others (for example summary, reflections). To see that behaviours that are most indicative for facilitating or inhibiting behaviour would receive most weight, counts of individual facilitating and inhibiting behaviors were weighted according to categorical principal component analysis (CATPCA)1;21, see article Social Science and Medicine 61 (2005), 661-6711. On request, we can provide the weights that we obtained with our population and setting (physicians in general internal medicine, rheumatology and gastro-enterology).
Validity: 

· Global ratings Eurocommunication Scale: more facilitating behaviours and less inhibiting behaviours → higher global ratings?

· Ratings non-verbal behaviour 


Testing: among other things
· Patients’ relative contribution to the conversation (i.e. patient speech-time in proportion to the total duration of patient and physician talk): more facilitating behaviours and less inhibiting behaviours → does the patient talk more than the doctor?

· Patients’ active participation behaviour: more facilitating behaviours and less inhibiting behaviours → more active participation behaviour of the patient?

Sequential: 

· Facilitating and Inhibiting behaviour doctor versus Participating behaviour patient. 
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� As the Consult study deals particularly with follow-up consultations in the specialist practice, the description of the first item has been slightly adapted.. The original item was: 


‘The degree to which the doctor leaves space for the patient and encourages him/her  to express in his/her own words the reason why he/she has come (complaint, problem, anxiety, concern).’ 


In the English 5-item scale the item was put as follows: �‘The degree to which the doctor allows or encourages the patient to express (in his own words) the reason for the encounter (where applicable) and/or any other problems or concerns.’


�
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